. Details of abnormalities found in 260 subjects (mean age 70.2; range 65-96). A single endoscopy was performed on 268 subjects. Ninety-seven subjects had multiple procedures, median number 2 (range 2-18). Abnormalities were found in 260 subjects (Table 1) .
Oesophageal stricture formation
This was seen in 198 subjects. One hundred and fortyfive (77 women) subjects had benign peptic strictures, 52 (25 women) subjects had malignant strictures and a single stricture from a benign leiomyoma was seen. Malignant stricture formation was primary oesophageal in only 34 subjects (19 squamous carcinoma and 15 adenocarcinoma). Secondary stricture formation from stomach tumours (12 cases), bronchial tumours (6 cases) were noted.
Endoscopic treatment
One hundred and sixty subjects underwent endoscopic dilatation of their strictures, in 141 cases at the primary endoscopy;in 29 subjects the endoscopealone was used. In 120 subjects, a Celestin or Edgar-Puestow dilator was used. A Celestin tube was inserted in 11 subjects. Surgical referral was necessary in 25 subjects, in 10 as a primary referral, in 15 following initially successful endoscopictherapy.
Dysphagia was also seen in malignant disease in which there was no true involvement of the oesophageal endothelium. There were 23 cases of gastric fundal and body carcinomas, and seven cases of extrinsic compression from malignant lymph nodes. 
Summary
The role of fibreoptic endoscopy in the investigation of dysphagia in an elderly population was investigated. Three hundred and sixty-five subjects were studied. Two hundred and sixty subjects had abnormalities with extra oesophageal disease accounting for symptoms in a substantial minority. Endoscopy was safe, offered the advantage of immediate therapy and was well tolerated. Sub-group analysis showed it to be preferable to radiological investigation in diagnosing both benign and malignant mucosal lesions.
Results
We identified 365 subjects aged over 65 years whose primary presenting complaint was dysphagia; 
Introduction
Dysphagia is a common problem in the elderly and both the range of investigation and the scope for treatment have become more complex recently. Where primary oesophageal disease is suspected there is still debate about the most appropriate investigation. The initial choice lies between contrast radiology and fibreoptic endoscopy. Radiology may miss mild oesophagitis and may not detect early oesophageal malignancy or extrinsic compression ofthe oesophagus but is of particular use in the diagnosis of high lesions.
Conversely, endoscopy may miss a small hiatus hernia and oesophageal reflux, and with the advent of small diameter endoscopes, early stricture formation'. Endoscopy, however, affords the opportunity for histological diagnosis and therapeutic intervention's", The present study was undertaken to assess the role of endoscopy as the primary tool in the investigation of elderly subjects who presented with dysphagia. The study also allowed an overview of the range of conditions we may expect to see in this group of subjects, ie what is the role of endoscopy and what can the endoscopist expect to find?
Radiological findings
During the initial part of the study period a barium swallow was performed routinely. Following an interim analysis of the data in 1980 (unpublished results) routine barium examination was no longer requested by the endoscopy unit.
One hundred and ten subjects underwent a barium study. In 93 examinations an abnormality was seen. Concordant findings were seen in only 70 cases. In eight cases radiology diagnosed a benign pathology but a malignant process was seen at endoscopy. In eight cases presumed benign disease (eg oesophagitis) was not seen at endoscopy. Radiological examination did however identify eight cases of oesophageal dysfunction (tertiary contractions or achalasia) in whom endoscopy was normal. In 17 cases radiological examination was normal but a benign stricture was seen in three cases at endoscopy.
Complication rate and diagnostic rate did not differ between the two study periods, ie before and after the routine use of radiology.
Discussion
This is the largest study to look at dysphagia in the elderly. Our findings confirm those of a smaller study by Gupta et al:". One important difference, however, was the role of non-oesophageallesions in contributing to the symptom of dysphagia, particularly stomach neoplasia, extrinsic oesophageal compression and, in two cases, benign peptic ulcer disease.
The role of endoscopy versus radiology in the investigation of dysphagia is still debated. Initially a barium study was considered mandatory'-" but during the latter part ofthe present study routine Xray studies were not performed with little or no change in the complication rate.
The two modes of investigation are probably complementary. Endoscopy is well tolerated in the elderly" and in most cases a full and complete examination is possible. At the initial examination therapeutic procedures may be undertaken, and were carried out in 141 subjects in the present study. Barium studies may be relatively time-consuming in the elderly and require more cooperation but they can offer additional information over endoscopy; in 7% of 110 subjects radiology was positive with a normal endoscopy. Although routine radiology may not be needed it may both be useful, and safe practice in subjects with more severe dysphagia or with suspected Journal of the Royal Society of Medicine Volume 83 September 1990 553 pharyngeal pouches. If barium studies are undertaken then a simple videofluoroscopy or barium swallow is probably insufficient for our data show that dysphagia may be the presenting symptom of gastric pathology. In high pharyngeal lesions then both flexible endoscopy and barium studies may miss pathology. Rigid endoscopy under general anaesthesia is probably the investigation of choice", If a motility problem (seen on up to 20% of barium studies) is suspected then whilst barium studies may give some diagnostic information they give limited functional data. Further investigation with oesophageal scintigraphy or in the difficult case, oesophageal manometry (if available) may be useful. Manometry has a good concordance with the results of videofluroscopy" but also allows quantitative data to be acquired to assess the efficacy of treatment, eg balloon dilatation".
